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1. INTRODUCTION 

A workshop on the WHO STEPwise surveillance system was held at the WHO Regional 
Office for the Eastern Mediterranean in Cairo, Egypt, on 4 4  September 2003. The main 
objectives of the workshop were to build capacity of national staff for the STEPWise 
surveillance system and to develop strategic plans to establish a surveillance system for 
noncommunicable diseases (NCD). A total of nine participants Erom Egypt, Sudan and the 
Republic of Yemen took part in the workshop, in addition to WHO staff. 

The workshop was inaugurated by Dr Zuhair Hallaj, Director, Communicable Disease 
Control and acting WHO Representative, Egypt, who delivered a message from Dr Hussein 
A. Gezairy, WHO Repond Direclor fur the Eastcm Medite~sanean. Dr Gc~airy ernlphasi~ed 
that noncommunicable diseases (NCD) were the primary cause of mortality and morbidity in 
countries of the Eastern Mediterranean Regon. Annually, diseases such as hypertension, 
cardiovascular diseases, diabetes, md cancer resulted in over 2 million fatalities and in over 
51 million disability-adjusted life years (DALYs) in countries of the Eastern Mediterranean 
Regon. 

Most of these dseases were the result of social, economic and lifestyle choices that 
were easily preventable and manageable. Modifiable risk factors such as smoking, unhealthy 
diet and physical inactivity, as well as diabetes, obesity and high lipids, were the root causes 
of the global noncommunicable disease epidemic. Although the relative importance of these 
may vary in different populations, these conventional risk factors accounted for 75% of these 
chronic conditions. Cardiovascular diseases (CVD) and diabetes were emerging as the leading 
causes of mortality in the Eastern Mediterranean Region. 

In response to this challenge, said Dr Gezairy, and in support of the efforts of Member 
States to develop a comprehensive and integrated approach, the Eastern Mediterranean 
Approach to Noncommunicable Diseases Network (EMAN) had been established to promote 
collaborative linking and capacity-building in relation to prevention and control of NCD. It 
was intended that the EMAN network would foster joint action on NCD risk factors as an 
efficient way to reduce the incidence of NCD, stressing the need to integrate and strengthen 
preventive practices in various health care settings. 

Dr Gezairy concIuded by stressing that the main expected achievement for the 
workshop was to establish a standardized surveillance system for NCD risk factors. The WHO 
perspective was based on providing technical support to countries for establishing population- 
based, integrated and systematic NCD risk factor surveillance systems that could be sustained 
over time. With attention focused on the substantial global burden due to NCD, the need for 
NCD risk factor data was underscored, and the urgency to collect such data was recognized. 
At present, efforts to control the rising NCD burden were hindered because of the absence of 
information on the levels and trends of the major risk factors that predicted these diseases. 

Dr Shermeen Samir Abou Bakr (Egypt) served as Chair, and Dr Bahaeldin Mohammed 
Dafadlah (Sudan) served as Rapporteur. The agenda, programme and list of participants are 
given in Annexes 1 ,2  and 3 respectively. 
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2. REGIONAL OVERVIEW: NONCOMMUNICABLE DISEASES 
Dr Oussama Khatib, Regional Advisel; WHOEMRO 

The incidence of chronic diseases such as cardiovascular dr seases, diabetes, cancer, 
renal, genetic and respiratory conditions is rising dramatically in the Eastern Mediterranean 
Region. CurrentIy 45% of the Region's disease burden is due to NCD. It is expected that this 
burden will rise to 60% by the year 2020. The impact of these conditions falls heavily on the 
Region's poor and marginalized populations. 

Primary prevention, based on comprehensive population-based programmes, is the most 
cost-effective approach to contain this emerging epidemic. Therefore, action to reduce these 
major NCD shouId focus on preventing and controlling the risk factors in an integrated 
manner. Intenention at all levels of society, from communities to governments, private 
organizations and nongovernmental groups, is essentid for prevention sincc thc risk groups 
are entrenched in the framework of society influenced by many areas of national policy. 

The challenge in tllc: Regivn is lo deliver interventions which will promote behavioural 
changes in the population, and to disseminate such change nationally. A key feature of the 
community programme is simultaneous application of medical and epidemiological 
knowledge to identify the health problems and target risk factors, and behavioural and social 
knowIedge to design the actual programme contents and activities. Action to prevent the 
major NCD should therefore focus on controlling the risk factors in an integrated manner. 

Regardng NCD prevention and control, the majority of Eastern Mediterranean 
countries lack clear NCD prevention and control policies and strategies, and NCD risk factor 
surveilance systems. 

In 2000, the Fifty-third World Health Assembly passcd Resolution WI-IA53.17 on the 

Prevention and Control of Noncommunicable Diseases with the goal of supporting Member 
States in their efforts to reduce the toll of morbidity, disability, and premature mortality 
related to NCD. This global strategy has three main objectives: 

map the emerging epidemics of NCD and to analyse their social, economic, behavioural 
and political determinants to provide guidance for policy, legislation and finance; 

reduce the level of exposure of individuals and populations to the common risk factors 
for NCD; 

strengthen health care for people with NCD 

Risk factor surveillance contributes to this resolution by providing data on critical and 
modifiable risk factors associated with the leading causes of NCD mortality and morbidity. 
Further, risk factors provide an effective source of evidence to help guide the development 
and implementation of targeted disease prevention and health promotion policies and 
programmes and to measure their impact. 
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The goal of the WHO global NCD surveillance strategy is to enable countries to build 
and strengthen capacity to conduct surveillance within the framework of an integrated 
approach aiming at sustainability of country NCD data collection. In this process, countries 
can use the data for decision making and also contribute to the collection of standardized 
information for global comparisons. 

The WHO NCD global surveillance strategy includes the following components: 

Identification of the key risk factors to be addressed together with recommended WHO 
standardized definitions 

A coordinated approach for conducting risk factor surveillance rhat upholds scientific 
principles and is sufficiently flexible to meet local and regional needs 

Identification of additional behaviourd risk factor indicators to be addressed according 
to country need 

Technical materials and tools to support the impIementation of the surveillance tools 

Effective communication strategies for prnviding data tn policy and intervention 
programme planners, decision-makers and potential funding sources, as we11 as to the 
general public 

Use of state-of-the-art technology to share information both between and within 
countries. 

Regarding primary prevention, the prevention or reduction of risk factors deserves 
priority. This is an especially important concept for populations experiencing a rise in risk 
factors due to epidemiological transition, as in the Eastern Mediterranean Region. In order to 
achieve these objectives, effective collaborating mechanisms and methodologies for 
integrated, intersectoral cardiovascular disease prevention and control should be established in 
Member States of the Region. It is also of prime importance to motivate and support the 
development and implementation of community-based prevention programmes. 

Building national and regional information systems is an important step for assessing 
the magnitude of the problem and enabling proper planning. Surveillance is the basis for 
measuring preventive efforts and monitoring NCD risk factors through standardized 
strategies. This requires basic data, including reliable data on risk factors and mortality 
statistics. There is a pressing need to establish, improve and validate surveys at national level. 
Countries need to work together on a common problem (NCD prevention and control) and 
reinforce each other's efforts. The rational of integration is avoiding duplication of efforts; 
natural resources should be used efficiently. The Regional Office is promoting the use of the 
WHO STEPS system, STEPwise surveillance, in countries of the Region. 

The surveillance of NCD risk factors provides information of central importance in 
planning and evaluating disease prevention and health promotion programmes and policies. 
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Selecting which risk factors to measure is a choice that logcalIy depends on the frequency 
and severity of the NCD to which each factor contributes, the ease of collecting the 
information, the burden on participants and availability of resources. 

3. TEXHNICAL PRESENTATIONS 

3.1 From survey to surveillance 
Dr John Jabboul; Technical Oficer for Surveillance, WHO/EMRO 

Surveillance is the basis for measuring preventive efforts through standardized 
strategies that will map intervention trends and follow-up. Increasing attention, therefore, 
should be paid to nationwide surveillance, better epidemiology of risk factors, and the 
establishment of community-based programmes. Surveillance is the key to understanding the 
NCD burden and risk factors, and deciding about NCD priorities, implementation nf 
prevention and control programmes and evaluation. An integrated approach to NCD 
surveilIance should be a priority and should underpin WHO policies in this area. Establishing 
national and regional surveillance systems will be helpful to policy-makers in identifying 
priorities for health programmes. 

regard to NCD, the distinction between monitoring and surveillance is blurred and 
the terms are often used interchangeably. Monitoring is not always associated with 
programme action, whereas surveillance implies an integrated approach is used to connect the 
data to programme development and evaluation. There is a difference between survey and 
surveillance, and it is necessary to establish an efficient and cost-effective way of compiling 
an information system. In a survey, data are collected in a standardized method and used for 
planning action. The surveillance system acts as a warning system to help in decision-making 
and ensure the best use of available resources. 

3.2 Framework for WHO STEPwise surveillance 
Dr L. Bendib, Surveillance of Risk Factors, Noncommunicable Diseases and Mental 
Health, WHOLHQ 

Obtaining better data for decision-making unites many of the noncommunicable 
diseases and mental health prog-armnes. A common framework for defining core variables for 
surveys, surveillance and evaluation, linked to health promotion and disease prevention 
efforts is being implemented in WHO Member States. This stepwise approach to surveillance 
(WHO STEPS) encourages countries to collect information on key risk factors using 
standardized materials and methods as part of technical collaboration, especially those 
countries that lack resources. WHO STEPS, linked with initiatives in other clusters, ensures 
that implementation at the country level is strategic, coordinated, builds national capacity and 
is sustainable. 

The STEPS approach involves a three-step process. STEP 1 contains the "minimum set" 
of self-reported risk factors that all countries should assess. These risk factors include, apart 
from socioeconomic data, tobacco and alcohol use, and data on physical activity. Standard 
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WHO definitions for measuring the prevalence of tobacco use and alcohol consumption and 
internationally devised measures of physical activity are recommended (Department of 
Epidemiology/University of Pittsburgh, 2001). The key premise is that all countries can use 
the information not only for within-country trends, but also for between-country comparisons. 
The questionnaires must therefore be relatively simple and may not necessarily give a 
complete picture of each behaviour, but have been selected as suitable measures to reflect 
trends. In effect, these minimum data form the basis for a global database. 

STEP 2 adds to the self-report questions from STEP 1 by including simple physical 
measurements, such as blood pressure, height and weight. Because physical measures are 
involved, STEP 2 requires a basic field survey. STEP 1 and STEP 2 are desirable and 
appropriate fur most developing countries. Even collection of data at STEP 1 alone is useful 
when access to a field survey is not possible. STEP 3 incorporates all of the above, plus 
biochemicd measures, the collection of which is even more elaborate in nature, such as 
obtaining and analysis of blood samples. 

Above all, the STEPS approach encourages a focus on obtaining minimum data on the 
established risk factors that determine the major disease burden. The STEPS approach is also 
sufficiently flexible so that each country can incorporate optional modules related to local or 
regional interests. The surveillance system can provide more in depth information by 
includng these optional modules, In countries where well-formulated health promotion 
activities have been instituted, such as campaigns to promote seat-belt use, trend data on the 
use of seat-belts would be appropriate. In some settings, thc tcams responsible for the 
surveillance process may also wish to add more sophisticated laboratory measures to the 
stepwise protocols recommended here. 

In discussions following the presentation, participants agreed on the need for the 
surveillance system that uses a comprehensive and integrated approach. Some 
recommendations for improving the questionnaire were proposed. 

4. COUNTRY PRESENTATIONS 

4.1 Egypt 
Dr Moharr~ed Hassun Burukut, Epiderniolugy and Surveillance Unit, Ministry of Health 
and Population 

In Egypt, 41% of aIl deaths are from chronic disease. As life expectancy increases and 
the elderly population continues to grow, chronic diseases will be expected to place an ever 
greater burden on society. 

Chronic disease prevention and controI programmes have a potential impact on the 
health status of many people. A joint advisory meeting held in Alexandria in September 1998 
discussed NCD and development of a surveiIlance system for prevention and control. In 2000, 
a Ministerial Decree established the Epidemiology and Surveillance Unit in the structure of 
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the Minislry or Heallh and Populatiorl to bc; r~sponsible for chronic rlis~ases, c;lldcmic; and 
NCD surveillance in the Ministry of Health and Population. 

A first meeting of the surveillance committee recommended collaborative work on risk 
factor surveillance of NCD, with a plan of action to set priorities according to the burden of 
diseases in Egypt. Factors contributing to the establishment of NCD surveillance included the 
presence of an NCD survey infrastructure in general; the fact that the Ministry of Health and 
PopuIation considers NCD as a priority; teaching hospitals and medical institutes, such as 
diabetes, nutrition and cardiac institutes are ready to coordinate their efforts; the support of 
international partners (WHO, CDC, USAID). Future plans include collaboration with WHO 
for STEPwise surveillance of NCD risk factors and sharing in the EMAN network. 

4.2 Egypt 
Dr Mohamed Mehrez Mostufa, Smoking Control Manage< Ministry of Health and 
Population 

The effects of passive smoking on children may lead to early respiratory infections and 
asthma attacks. It is also associated with higher risk of sudden death in children, besides its 
known effects as a leading cause for ischaernic heart diseases and lung cancer. 

Economic costs include increased health care and household costs and lost productivity; 
foreign exchangehalance of trade; fires and environmental degradation; intangible costs such 
ris pain, suffering and loss of life. 

In developing countries it is estimated that more than 48% of men and 7% of women 
regularly smoke. In Egypt a national survey carried out in 1979 found that 32.5% of men and 
1.5% of women are smokers. In 1980 it was estimated that 9 million Egyptians smoke 
cigarettes, with an increase of 25 new smokers every hour. Egyptians smoke 60 billion 
cigarettes per year, which is estimated to rise to 85 billion by the year 2 0 ,  in the absence of 
effective control programmes. Studies of university students have indicated that 35% of males 
and 1.6% of females are smokers. A study of smoking prevalence among adolescents was 
conducted in Egypt in 1998 (sample size = 9128) (Tables 1 and 2). 

Table I. Prevalcncc of smoking among adolescents in Empt, 1998 

Sex Current smokers Peers smoke Peers offer cigarettes 

Male 11.2% 42.2% 24.4% 

Female 0.3% 5,1% 0.8% 

Table 2. Distribution of adolescent male smokers according to age, Egypt, 1998 
AS Current smokers Peers smoke Peers offer cigarettes 

1&12 2.3% 2.3% 12.8% 
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The study also showed variation in the percentage of smoking for adolescents in 
different geographical areas: 

Urban mas 15.2% 
Upper Egypt 10.9% 
Lower Egypt 9.7% 

The prevalence of smoking is double among working adolescent males (15.4%) 
compared with non-working adolescent males (7.6%) due to earning money, more exposure to 

peer influence and being away from parental supervision. Among technical secondary school 
students 24.5% of the sample are smokers, 6% of whom began smohng before 12 years of 
age. For 72.9%, friends were the main reason for smoking (peer pressure), while 93% showed 
their desire to quit smohng. 

Looking at the economic burden of smoking on Egyptian families, it was found that 
about 5% of family income is spent on smoking, 4% on health care, 2% on education and 2% 
on culture, sports and entertainment. 

There are a number of ways in which tobacco use can be controlled, including helping 
those who do nnt use tohacco to stay tobacco-free (preventing smoking initiation, especially 
among youth); promoting cessation of tobacco use by encouraging and assisting in cessation 
efforts (primary health care, nongovernmental organizations, schools, communities); 
protecting the health and rights of childrcn and adults by preventing secondhand smoke 
exposure (passive smoking); public education (media and press); school and community- 
based programmes; research, monitoring, and evaluation; mobilizing technicd and financial 
resources to support smoking control especially in children (involve natronal and internabonal 
partners); strengthening regulatory and Iegislative actions regarding the tobacco industry and 
making cigarette manufacturers accountable. 

In 1997 a Ministerial Decree was issued to assemble a Steering Committee for the 
National Programme for Tobacco Control comprising representatives from: 

Ministries of Health and Population, Information, Education, Social Affairs, Labour, 
Touri sm, Environment and Agriculture 
Islamic and Christian religious authorities 
Nongovernmental organizations 
The Suprcmc Council of Youth and Sports. 

The Committee aims to develop a national programme for tobacco control, define 
interventions and activities, identify the role of each mmstry and agency, and develop a plan 
of action for the control of tobacco smolung. 

Another Ministerial Decree issued in 1997 limited the quantity of tar to a maximum of 
15 mg per cigarette, and initiated the periodic sampling of cigarettes to make sure that they 
conform to standardized Egyptian specifications. 
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Tobacco control was designated as a priority area in Healthy Egyptians 2010 initiative. 
The Smoking Control Campaign (1998) involved proper identification of the target groups, 
especially children and adolescents; addressing young people using peer models, image and 
lifestyle appeals and simple clear messages; and utilization of all media channels. The 
campaign is an on-going activity with the proper dose of information suitable for different 
target groups, especially for children. 

Prohibiting cigarette advertisement is another way of controlling tobacco use. A national 
campaign to prohibit the sale of tobacco to children and young adulls was conducted during 
February 1999, and aimed at mobilizing the community to reject the sale of tobacco to 
children, and to convince tobacco merchants not to sell tobacco to these groups. The activities 
of this campaign varied from seminars, television and radio messages and programmes, 
meetings and discussions, to posters, bookiets, and brochures. 

In November 1998 the Arab Health Ministers Council discussed a working paper on 
inter-Arab cooperation on combating smoking in the Arab world. In December 1998 the first 
inter-regional focal point meeting for a tobacco-free initiative was held in Alexandria. 

Future plans were divided into two phases. Phase I (1999-2001) included reinforcing 
the surveilIance system for smoking and monitoring its trends; putting into action the law of 
prohibiting smoking in closed places; ensuring that all schooIs are non-smoking; strict 
supervision of all public transportation; establishing smolung cessation clinics in different 
places; increasing and sustaining health education messages through the press and the media. 
Phase II (2002-2009) includes increasing the percentage of smoke-free governmental 
buildngs; increasing smoking cessation clinics to cover all governorates; increasing cigarette 
taxes and penalty fees for smoking in smoke-free areas; including smolung hazards and 
control measures in school curricula. 

4.3 Sudan 
Dr B. Dafaallah, Coordinator for Noncommunicable Diseases, Ministry of Health 

NCD is emerging as a major health problem in Sudan. The prevalence range of diabetes 
mellitus is between 1% and 15%, with an average of 4%. Cancer patients have increased 
twcnty-fold in the last 30 years and cancer has become the ninth most common causc of dcath 
among hospital patients, while cardiovascular disease is the third. 

The country still does nor have a surveillance system for NCD and NCD risk factors, 
but has only a few scattered studies. The Federal Ministry of Health is establishing a 
programme for NCD and mental health within primary heaIth care to coordinate with the 
existing programmes, and to include cardiovascular diseases in the coordinated programmes. 
Difficulties in the health information system and lack of research due to the shortage of 
human and financial resources are the major constraints. 
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4.4 Yemen 
Dr A*. Bawazir; Cancer Registry, Aden 

A population-based cancer registry covering more than 2 million inhabitants has been 
established in Aden City and adjacent governorates. It collects data from hospitals, clinics and 
laboratories, as well as cases approved for treatment abroad. Over a period of five years 
(1997-2001), 1735 cases were reported with equal proportions of males and females. 
Lymphoma was the most common reported cancer in general, among male cases in particular, 
while breast cancer was the most common cancer among female cases (26.0% of reported 
cases). 

The future plan of the Ministry of Public Health and Population in Yemen is to extend 
the surveillance of cancer to four other regions of the country and the likely establishment of a 
national cancer control programme. No surveillance system exists at present for other NCD 
such as diabetes, cardiovascular diseases, chronic renal diseases, osteoporosis, etc. 

4.5 Yemen 
Dr M. Al-Kibsi, Cardiologist, Al-Thawra Teaching Hospital, Sana 'a 

Rheumatic fcver and rheumatic hcart cliscasc represent a major hcalth problcm in 
Yemen and continue to be a serious health problem, with economic pressures causing 
impending changes in socioeconomic conditions in most developing countries in the 
immediate future. The prevalence of rheumatic fever and rheumatic heart disease in 
schoolchildren in Sana'a was 3.6 per 1000. 

In recent years the lifestyle of Yemenis has radically changed with fast food, a sedentary 
lifestyle, the tension of modern city life, smolung, obesity and lack of physical activity. 
Ischaemic heart disease and hypertension have become another health problem in Yemen. 
Almost all male Yemenis chew khat, and khat chewing among women and school-age 
children has increased markedly. It is well known that khat raises blood pressure and heart 
rate. Cathinone, the active ingredient in khat leaves, produces severe coronary vasospasm in 
animal models. Khat also increases the desire to smoke, produces more nervous tension, 
increases sympathetic activity, and encourages a sedentary life. 

Gunaid et al, showed a prevalence of diabetes mellitus and hypertension of 12% and 
16% respectively among people 25-60 years oId in Sana'a. Schoolchildren in Sana'a have a 
higher prevalence rate of rheumatic heart disease than those found in some other developing 
countries, especially the neighbouring countries. 

4.6 Discussion 

The discussion covered the importance of considering country-specific problems to be 
included in optional sections, such as k h t  in Yemen, rumback in Sudan and shisha in Egypt. 
It was suggested that a regional technical committee should be established to help in setting 
country plans. Other important issues and suggestions discussed were to include questions on 
stress as a major risk factor; to formulate questions on income by asking about expenditure; 
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countries should start the surveillance system, building on the present system, and partnership 
development is essential. 

5. NCD AND RISK FACTORS 
Dr T: Amstrong, Global STEPS Coordinator; NCD Surveillance, WHOMQ 

Risk factors of today are diseases of tomorrow. For this reason there is a serious need to 
establish a surveillance system for NCD risk factors for proper planning, interventions and 
monitonng for NCD. TabIe 3 summarizes by organ system the most common NCD and the 
established risk factors that meet criteria for surveillance. 

Planning for the implementation of the STEPwise surveillance system should include 
instrument translation and adoption, a pilot study, human and financid resources, equipment 
and logistics, budget, implementation, analysis (need for support) and dissemination of 
results. 

6, ELECTRONIC DATABASE 
Dr S. Mostafa, Preventive Medicine and Epidemiology, Ain Shams University, Cairo 

Dr Mostafa described the benefits of using the STEPwise surveillance system 
electronically and suggested the Regional Office take the lead in this important issue. He 
emphasized the cost-effectiveness of collecting NCD data electronically. At the end of the 
presentation, he gave a demonstration of the use of meta-analysis on electronic data from 
several Master and PhD theses to identify the most common risk factors for cardiovascular 
diseases. 

Table 3. Risk factors common to major noncornmunicabie conditions 
Risk factor Cardiovascular Diabetes Cancer Chronic obstructive 

disease* oulmonarv disease 
-. . .- 

Smoking 
Alcohol 

Physical inactivity 

Obesity 

Blood pressure m M 

Dietary fattblood lipids w w w 

Blood glucose w w w 

* Including hyptrtension 

"A U-shped relotionship with risk for c a r d i o v d a r  disease is present for dwhol 
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8. NCD AND STEPS IN TUNISIA 
Dr M. Nubli, Temporary  advise^; WHO/EMRO 

Dr Nabli identified NCD risk factors in Tunisia from surveys on risk factors and NCD 
as well as the national cancer registry. Tunisia has already adopted the STEPwise surveillance 
system and will start STEPS 1 and 2 by the end of November 2003. A national training course 
for STEPwise surveillance will be held in mid-October 2003 and Tunisia will join the EMAN 
network by February 2004. 

The increasing NCD burden places a huge demand on health services in Egypt, Sudan 
and the Republic of Yemen, which are already overextended. Data from these countries show 
that the major NCD share at least one behavioural risk factor (e.g. tobacco smoking, 
unhealthy det ,  physical inactivity) and at least one physiological risk factor (e.g. high blood 
pressure, ovenveightlobesity, high blood cholesterol, high blood glucose). The STEPwise 
questionnaire was thoroughly reviewed and the participants agreed on a number of points. 

Participants from Egypt, Sudan and Yemen were convinced of the importance of 
implementing the STEPwise surveillance system, which will need commitment by their 
respective ministries of health. 

All participants agreed to apply at least the core questionnaire for STEPS 1, 2 and 3 and 
to apply the expanded and optional questionnaire whenever needed. It was also agreed 
to add qucstions on subjccts such as f iat chewing and rheumatic fcvcr, as thcsc risk 
factors are emerging in some countries such as Yemen. It was also suggested that a 
question should be added on incornelexpenditure, 

National training workshops for STEPwise implementation will be organized under the 
guidance of the WHO Regional Office and HQ. 

The Tunisian experience in the implementation of the STEPS surveillance system was 
discussed, and the experience will be shared with other countries of the Region. 

Egypt and Yemen will join the EMAN network during 2004. 

WHO will continue to support, technically and financially, NCD activities incIuQng 
collation, processing, interpretation and maintenance of regional NCD data and 
STEPwisc surveillance activities in countries. 

10. RECOMMENDATIONS 

1. WHO should establish a regional statistical and epidemiological support group for the 
STEPS methodology, including setting sampling designs. 
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2. The Regional Office should provide technical support to countries in establishing 
surveiIlance systems for NCD and NCD risk factors. 

3. The Regional Office should add to the NCD website a special area for receiving the 
electronically completed STEPwise questionnaires from all ministries of health, medical 
centres and other sectors. 
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Annex 1 

AGENDA 

Opening ceremony 

Regional overview 

NCD risk factors 

WHO STEPwise Surveillance System: definition, objectives and approach 

Country presentations on NCD risk factors (Egypt, Sudan and Yemen) 

Applicability of WHOfSTEPwise Surveillance System in the Region 

STEPS planning and implementation process 

Sampling design and determination 

Practical exercise to apply random sampling procedures 

From survey to surveilIance 

Introduction to STEPS questionnaire: interview each other using STEPS questionnaire 

Conclusions and recommendations 
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Annex 2 

PROGRAMME 

Thursday, 4 September 2003 
0!3:30-09:00 Registration 
09:OO-10130 Opening ceremony 

Message from Dr Hussein A. Gezairy, Regional Director for the Eastern 
Mediterranean 
Speech of H.E. Dr Mohammed Awad Afifi Tag-El-Din, Minister of Health 
and Population, Egypt 

lU:3U-ll:UU Regional overview: NCD risk f a c t o a r  0. Khatib, WHO/EMRO 
11:OO-11:30 From survey to surveillance/Dr J. Jabbour, WHOIEMRO 

11:3&12:00 WHO STEPwise Surveillance System: definition, objectives and 
approach/ Ms L. Bendib, WHO/HQ 

12:00-13300 Country presentations 
Egypt 

14:OO-15:OO Sudan 

15:OO-16:OO Yemen 

16:OO-17:OO Discussion 

Friday, 05 September 2003 

Applicability of WHO/STEPwise surveillance systedDr 0. Khatib, 
WHO/EMRO 
STEPS planning and implementation processl'r T. Armstrong and Ms L. 
Bendib, WHO/HQ 
Sampling design and detenninationt Dr J. Jabbour, WHO/EMRO 
Practical exercise to apply random sampling procedures/ Dr J. Jabbour, 
W H O ~ O  
NCD and risk factors/ Dr T. Armstrong, WHOMQ 
Introduction to STEPS questionnaire/ Dr T. Armstrong and Ms L. Bendib, 
W-IO/HQ 
Interview each other using STEPS questionnaire/ Dr T. Armstrong, 
WHOiHQ 
Discussion 

Saturday, 6 September 2003 

09:00-11:30 ConcIusions and recommendations 
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Annex 3 

LIST OF PARTICIPANTS 

EGYPT 
Dr Shemeen Sarnir Abou B akr 
Epidemiology and Surveillance Unit 
Ministry of Health and Population 
Cairo 

Dr Mohamed Mehrez Mostafa 
Smoking Control Manager 
Ministry of Health and Population 
Cairo 

Dr Mohamed Hassan Barakat 
Epidemiology and SurveilIance TJnit 
Ministry of Health and Population 
Cairo 

Dr Imam Ahmed El Said El Labbani 
Epidemiology and Surveillance Unit 
Minisq of Health and Population 
Cairo 

SUDAN 
Dr Bahaeldin Mohammed Dafaallah 
Coordinator for Noncommunicable Diseases 
Ministry of Health 
Khartoum 

Dr Mohammed Ahmed Sid Ahmed 
Noncommunicable Discascs Programme 
Ministry of Health 
Khartoum 

REPUBLIC OF YEMEN 
Dr Mohamed Mohamed Al-Kibsi 
Cardiologist, A1 Thawra Hospital 
Sana'a 

Dr Amin Baw azir 
In charge of Cancer Registry in Aden 
Aden 
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Observers 
Dr SaIah Mostafa 
Professor of Preventive Medicine and Epidemiology 
Ain Shams University 
Cairo 
EGYPT 

WHO Secretariat 

Dr Zuhair IIaIlaj, Acting WHO Rcprcscntativc, WHO Egypt 
Dr Ahmad Mohit, Director, Health Protection and Promotion, WHOfEMRO 
Dr Oussarna Khatib, Regional Adviser, Noncommunicable Diseases, WHOIEMRO 
Dr T. Armstrong, Global STEPS Coordinator, Noncommunicable Diseases Surveillance, 
WIIOMQ 
Ms L. Bendib, Surveillance of Risk Factors for Noncommunicable Diseases and Mental 
Health, WHOMQ 
Dr John Jabbour, Technical Officer for SurveiIlance, WHO/EMRO 
Dr Mounira Nabli. Temporary Adviser. WHOIEMRO 
Dr Aibano Vicente Ferreira, Temporary Adviser, WHO/HQ 
Dr Gisele Kimbally-Kaky, Temporary Adviser, WHO/HQ 
Ms Weaam El-Metenaw y, Secretary, WHOIEMFtO 


